The authors concluded that there is currently limited evidence to support the effectiveness of multifactorial fall prevention programmes in community, primary or emergency care settings. The review was generally well conducted. However, the authors' conclusions, though cautious, may be overstating the case for fall prevention programmes in view of the lack of statistically significant evidence in their favour.
Study selection
Randomised and quasi-randomised controlled trials of interventions to prevent falls or fall-related injuries were eligible for inclusion, provided they included a multifactorial risk assessment followed by an intervention for preventing falls. It was required that the intervention was delivered or arranged by a health professional, and that it targeted individuals rather than a community or population. Required outcomes were number of fallers, recurrent fallers, fall rate or fallrelated injuries. Required setting was the community, primary care or emergency care. The control group condition could be routine care or no fall prevention intervention.
The review included studies of older adults (mean age 72 to 85 years), in some cases selected as being at high risk of falls. Risk assessments (where described) commonly included evaluation of gait and balance, and of the home environment, and review of medications. Interventions varied in intensity and included exercise, medications, surgery and/or information and referral to other health professionals. Control conditions included usual care, no intervention, multifactorial assessment without subsequent treatment and alternative interventions. A range of outcomes relating to falls were reported; methods of ascertaining and defining outcomes varied widely. The duration of follow up ranged from two months to three years.
Studies were selected by two reviewers independently. Disagreements were resolved by discussion with a third reviewer.
Assessment of study quality
The following criteria were used to assess validity: allocation concealment, losses and exclusions, proportion of participants analysed, blinding, baseline comparability of groups, co-interventions, clarity of inclusion/exclusion criteria, reliability of outcomes ascertainment, duration of follow up and statistical methods used for cluster randomised trials. Two reviewers independently extracted data on quality. Disagreements were resolved by discussion with a third reviewer.
Data extraction
Data were extracted using an internationally agreed tool for classifying fall prevention data. Risk ratios (RR) were calculated from the numbers of events in each control and intervention group, with 95% confidence intervals (CI). Data were reported at 12 month follow up when available, or (for shorter studies) at the longest follow-up time possible. Intention to treat analysis was used in the review, where calculable. Data were extracted by two reviewers working
Results of the review
Nineteen randomised controlled trials (RCTs) were included in the review (n=6,397), including one quasi-randomised and two cluster randomised (n=470) Quality Most RCTs were small and of limited quality. Among individually randomised RCTs (n=17) the mean quality score was 23.8 out of a maximum of 36, five reported secure allocation concealment, six reported blinding or partial blinding of assessment and one reported partial blinding of care providers, five had over 20% of participants lost to follow up or excluded from analysis, and several failed to analyse by intention to treat. Only one of the two cluster randomised trials took clustering into account in analysis.
Falls
No significant difference was found between the groups during follow up for any outcome. Outcomes reported were: number of fallers (RR 0.91, 95% CI: 0.82, 1.02, I2 59.8%,18 RCTs), fall-related injuries (RR 0.90, 95% CI: 0.68, 1.20, I2 55.6%, 8 RCTs), recurrent falls, admission to hospital, attendance at emergency department, death and move to institutional care. There were very few per person-year data on rates of falls and none on injuries. One RCT found a significantly higher rate of attendance at the doctor's surgery in the intervention group (RR 1.39, 95% CI: 1.11 to 1.74).
Subgroup and sensitivity analyses
A larger reduction in the number of fallers was found in RCTs with higher intensity interventions compared to RCTs of interventions providing only knowledge and referral (p=0.05). Results of other subgroup and sensitivity analyses did not approach statistical significance.
Authors' conclusions
There is currently limited evidence to support the effectiveness of multifactorial fall prevention programmes in community, primary or emergency care settings.
CRD commentary
Relevant sources were searched without language restriction. However, the authors excluded studies published only as abstracts and it does not appear that publication bias was assessed. Steps were taken to minimise bias or error by having more than one reviewer make independent decisions on study selection, validity and data extraction. The decision to pool the studies appears appropriate. Suitable statistical methods were used for meta-analysis and for assessment and investigation of heterogeneity. Relevant criteria were used for validity assessment. Potential sources of bias and heterogeneity were well addressed in the text. The review was generally well conducted. However, the authors' conclusions, though cautious, may be overstating the case for fall prevention programmes in view of the lack of statistically significant evidence in their favour.
